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ABSTRACT 
To preserve pancreatic endocrine and exocrine function, various 
types of pancreatic resection, including central pancreatectomy, 
have been introduced as less invasive surgeries. However, 
postoperative pancreatic leakage has been demonstrated to be the 
most frequent complication following pancreas-preserving 
surgery. Our new surgical technique, a jejunal wall-covering 
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INTRODUCTION 
Central pancreatectomy, proposed by Letton and Wilson [1] in 1959, 
has been used for the surgical treatment of traumatic transection 
of the pancreas. Subsequently, several reports have suggested 
that the central pancreatectomy has the advantage of being a less 
invasive surgery for treating benign and low-grade malignant 
pancreatic tumors [2, 3]. On the other hand, a pancreatic fistula 
has been the most frequent complication from this procedure and 
is still responsible for most mortalities that occur after 
pancreatic surgery [4]. Recently, we have reported a gastric 
wall- covering method, a new surgical technique in pancreatic 
surgery, for the prevention of a pancreatic fistula in which the 
pancreatic cut surface is covered completely with the gastric 
wall [5]. Herein, we describe a new surgical procedure for a 
jejunal wall-covering method to follow central pancreatectomy 
for the prevention of a pancreatic fistula at the proximal stump 
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PATIENTS AND TECHNIQUE 
Between 1991 and 2005, 6 patients underwent a central 
pancreatectomy in our department. Among these patients, one 
showed a postoperative pancreatic fistula of a grade C, in terms 
of the degrees proposed by an international study group on 
pancreatic fistula (ISGPF) [6]. This patient developed a splenic 
arterial pseudoaneurysm, resulting in a lethal intra-abdominal 
hemorrhage. In an attempt to avoid the pancreatic fistula and 
subsequent dismal complications following central 
pancreatectomy in April, 2006 , we introduced a new surgical 
procedure, a “jejunal wall-covering method”. Three patients 
underwent the jejunal wall-covering method following a central 
pancreatectomy. Indications for this procedure included 
intraductal papillary-mucinous neoplasm (IPMN) (n=3) and 
solid-pseudopapillary tumor (n=1) on the body of the pancreas. 
All patients had a soft pancreas with non-fibrotic parenchyma. 
No patients showed any postoperative complications, including 
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Surgical technique 
After an upper abdominal midline incision, the lesser sac was 
entered, and the pancreas was exposed. The splenic artery and 
vein were separated from the pancreas to secure a surgical margin. 
The central segment of the pancreatic parenchyma harboring the 
tumor was transected along the margins of the proximal and distal 
pancreas (Fig. 1A). The distal pancreas was reconstructed by an 
end-to-side pancreaticojejunostomy using a retrocolic 
Roux-en-Y jejunal loop. After the pancreaticojejunostomy, the 
jejunal wall-covering method was performed as follows. The main 
pancreatic duct of the proximal stump was isolated from the 
surrounding pancreatic parenchyma and was ligated securely. The 
bleeding points on the cut edge of the proximal pancreas were 
oversewn with interrupted mattress sutures using 4-0 absorbable 
monofilament sutures. Furthermore, the pancreatic cut surface 
was fixed to the jejunal wall at approximately 10 cm distal to 
the pancreaticojejunostomy. This surrounding anastomosis was 
constructed by interrupted suturing between the pancreatic 
parenchyma and the seromuscular layer of the jejunum with 4-0 
absorbable monofilament sutures (Fig. 1B). As a consequence, the 
 5
T. Kuroki et al. 
stump of the pancreas was completely covered by the jejunal wall 
(Fig. 1C).  This surrounding anastomosis was composed of 8-12 
sutures. Furthermore, we made sure there was no torsion of the 
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DISCUSSION 
Central pancreatectomy is a less invasive surgery for the benign 
and low-grade malignant pancreatic tumors that are localized in 
the neck and body of the pancreas [2, 3]. Compared with the 
conventional surgical procedures such as 
pancreaticoduodenectomy and distal pancreatectomy, central 
pancreatectomy has the advantage of preserving pancreatic 
endocrine and exocrine function. On the other hand, central 
pancreatectomy involves two pancteatic cut surfaces. Usually, 
the distal pancreatic stump is reconstructed by a Roux-en-Y 
jejunal loop, and the proximal stump is closed by means of sutures 
or a stapler. A pancreatic fistula is one of the most frequent 
complications after pancreatic resections, including central 
pancreatectomy [3]. In performing a central pancreatectomy, we 
believe that the key factor for the prevention of a pancreatic 
fistula is the management of the small branches of the pancreatic 
duct that communicate with the main duct on the proximal 
pancreatic cut surface [4]. The jejunal loop may be an ideal 
material for covering the proximal pancreatic stump in a central 
pancreatectomy that involves reconstruction of the distal 
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pancreas in the fashion of the retrocolic Roux-en-Y 
jejuno-pancreatic anastomosis because it lies adjacent to the 
proximal pancreatic stump. Therefore, no additional surgical 
manipulation is required. In addition, the jejunal wall is thick, 
wide and flat with abundant blood supply and is thus applicable 
for the covering method. Our technique is simple, technically 
feasible, secure, and useful for the prevention of a pancreatic 
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FIGURE LEGENDS 
Fig. 1. The novel surgical procedure of the  “jejunal 
wall-covering method” in a central pancreatectomy. A The central 
segment of the pancreatic parenchyma harboring the tumor is 
transected along the margins of the proximal and distal pancreas. 
B After performing an end-to-side pancreaticojejunostomy, the 
fixation between the proximal cut end of the pancreas and the 
seromuscular layer of the jejunum is constructed by suturing  
with 4-0 absorbable monofilament sutures. C The pancreatic 
proximal cut surface following the central pancreatectomy is 
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Fig.1.A 
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Fig.1.B 
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Fig.1.C 
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